Background Cerebral palsy (CP) comprises a heterogeneous group of disorders whose clinical manifestations and epidemiologic characteristics vary across socioeconomic and geographic contexts. The functional severity of untreated CP in low-income countries has been insufficiently studied; a better understanding of how these children present for care in resource-constrained environments is important because it will better characterize the natural history of CP, guide clinical decision-making, and aid in the prognostication of children with untreated CP. Questions/purposes The purposes of this study were (1) to determine the etiologies, motor subtypes, topographic distributions, and functional classifications of a large cohort of Nepali children with untreated CP presenting to a large pediatric rehabilitation center in Nepal; and (2) to compare the Gross Motor Function Classification System (GMFCS), the Manual Ability Classification System (MACS), and the Communication Function Classification System (CFCS) scores of a subset of patients with spastic CP in the Nepali cohort with control subjects from highincome countries. Methods A cross-sectional study was conducted at the Hospital and Rehabilitation Centre for Disabled Children in Nepal. Two hundred six consecutive Nepali children (76 girls; median age 4.0 years [interquartile range {IQR}, 2.5-9.0 years]) were evaluated to determine the demographic, clinical, and functional characteristics of a cohort of Nepali children with untreated CP. A systematic review of the Medline and Cochrane databases was then performed to obtain reference classification scores from high-income countries. Cross-sectional, noninterventional studies reporting at least one functional classification system with a sample size of at least 50 participants were included. Only studies of patients with spastic CP were included to allow for compatible comparisons with a subset of our study sample with spastic CP. A random-effects analysis was used to pool functional scores from participants in the included studies. Among the 206 children in our sample, 102 had spastic CP (35 girls; median age 5.5
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Introduction
Cerebral palsy (CP) encompasses a heterogeneous group of neurodevelopmental disorders of movement and posture with a broad spectrum of clinical manifestations [2] . CP is among the most common causes of childhood physical disability worldwide with prevalence estimates ranging from 2.0 to 3.5 patients per 1000 live births [8, 15, 21] . Low-and middle-income countries disproportionately bear the majority of the global burden of CP; in fact, 80% of the global prevalence of childhood disability is estimated to be in low-income countries [11, 27] .
Population-based studies and disability registers have helped to characterize the etiologies, patterns of limb involvement, and associated comorbidities of CP in highincome countries [4, 25] . However, similar research in lowincome countries is lacking [11] . Given the heterogeneous nature of CP, it is likely that the epidemiology of this group of disorders varies considerably across socioeconomic and geographic contexts [5, 6, 9, 11] . The availability, accessibility, and affordability of pediatric orthopaedic and neuromuscular care are limited in low-and middle-income countries, but the functional outcomes associated with this paucity of care are poorly understood [8] . A better understanding of how these children present for care in resource-limited settings is important because it will better characterize the natural history of CP, guide clinical decision-making in austere environments, and aid in the prognostication of children with untreated CP. More accurately describing the functional trajectory of children with untreated CP is an important task, both for minimizing further functional impairment for untreated children as well as understanding how the timing and types of musculoskeletal interventions can impact the degree of disability in patients with CP.
Therefore, we sought (1) to determine the etiologies, motor subtypes, topographic distributions, and functional classifications of a large cohort of Nepali children with untreated CP presenting to a large pediatric rehabilitation center in Nepal; and (2) to compare the Gross Motor Function Classification System (GMFCS), the Manual Ability Classification System (MACS), and the Communication Function Classification System (CFCS) scores of a subset of patients with spastic CP in the Nepali cohort with control subjects from high-income countries.
Patients and Methods
In this prospective, cross-sectional study, we assessed all children with untreated CP presenting for initial evaluation to the Hospital and Rehabilitation Centre for Disabled Children (HRDC) in Nepal. HRDC is a large nonprofit health facility that provides rehabilitative care for children and adolescents with physical disabilities in Nepal. It is in the town of Banepa, approximately 1 hour by car from the Nepali capital, Kathmandu. Statistics from HRDC suggest that 17% of patients presenting for care have a diagnosis of CP, making it the second most common diagnosis seen after clubfoot. Study enrollment occurred from February 2015 to April 2016. Patients were considered untreated if they had no reported or documented history of medical therapy, physiotherapy, or surgical intervention.
All study data are routinely collected at HRDC. When patients with CP are evaluated for the first time, they are seen by an orthopaedic surgeon and a physical therapist specializing in the care of patients with CP. A standardized comprehensive evaluation sheet is used to assess all patients; it includes data on age, sex, home district, labor history, etiology, limb involvement, motor subtype, and multiple functional measures. The CP diagnosis is based on a combination of developmental delay, clinical history, and physical assessment that suggests a clinical phenotype consistent with CP. All providers at HRDC undergo advanced training in the diagnosis and evaluation of children with neurodevelopmental disorders. Their training, in conjunction with a standardized evaluation form, ensure that the diagnosis of CP is consistent and correct after reasonably ruling out other secondary causes of neurodevelopmental delay. Presumed etiologic timing is classified as prenatal, perinatal, or postnatal. In patients with several possible etiologies, the earliest presumed injury is used. Motor subtype and limb involvement are classified Volume 477, Number 1 Untreated Cerebral Palsy in Nepal 11 according to the Surveillance of Cerebral Palsy in Europe system as spastic unilateral, spastic bilateral, spastic quadriplegic, dyskinetic, ataxic, or mixed [25] . Gross motor function, manual ability, and communication function are assessed using the expanded and revised version of the GMFCS, the MACS, and the CFCS, respectively [10, 14, 20] . These classification systems are graded in order of increasing severity from I to V and are defined according to key functional benchmarks (Table 1) .
A total of 206 children with CP were included in the initial cohort to answer the study's first research question regarding how Nepali children with untreated CP initially present. Children came from 60 (80%) of 75 total districts in Nepal (Fig. 1) . The median age of children was 4.0 years (range, 0.25-17 years), and approximately two-thirds of the total cohort were boys ( Table 2 ). Of the original 206 children, 102 were found to have spastic CP and were included in the comparative subset to answer the study's second research question regarding functional differences between Nepali and high-income children with spastic CP. Children with nonspastic CP or an unknown CP subtype were excluded from the comparative analysis because the systematic review only captured children with spastic CP, and a comparison across subtypes would have been inappropriate. The two reasons for exclusion from the comparative subset were age (n = 19) and subtype other than spastic (n = 85) (Fig. 2) . To obtain control subjects for comparison with the Nepali subjects with spastic CP, we conducted a systematic review of large studies of children with CP from highincome countries. We then conducted a random-effects pooled analysis on the data sets to obtain control functional scores for comparison. This was chosen over raw pooling to account for differing variances across studies of varying sample sizes. A Freeman-Tukey correction was utilized to ensure that studies with proportions of 0 or 1 were not excluded. Although conducting meta-analytic pooling on retrospective data sets has limitations given known biases associated with retrospective data, this strategy was used because (1) the studies were selected on the basis of being approximately representative of the populations in which they were conducted; and (2) alternative methods of obtaining control subjects and primary data were not feasible.
Specifically, we searched the Medline and Cochrane databases for articles from January 2004 to January 2016. This window of time was chosen to accommodate for the increased use of electronic medical records (EMRs) in high-income countries starting in the early 2000s, because we felt that articles published before 2004 may have difficulty with data recording as a result of a lack of EMRs. Search terms were "cerebral palsy" and "GMFCS", "gross motor", "motor function", "MACS", "manual ability", "CFCS", or "communication function". Search terms were limited to title. We reviewed all studies resulting from this initial search. Inclusion criteria were (1) English language; (2) study conducted in a high-income country, defined by the World Bank as any country with a gross national income per capita above USD 12,475; (3) study sample of at least 50 patients; and (4) inclusion of the GMFCS, MACS, and/or CFCS classifications. Studies were excluded if they (1) did not meet the previously described inclusion criteria; (2) did not stratify by limb involvement; (3) were limited to a specific subset of a study population; (4) were interventional in nature; or (5) were not population-based crosssectional studies or registry-based studies.
As a result of variations in reporting motor subtype and topographic distribution among the identified studies, only spastic patients were included in the present analysis. Dyskinetic, ataxic, and mixed subtypes were excluded to ensure consistency with our study sample. Given the difficulty in finding studies of children with CP in highincome countries who have not previously been diagnosed or undergone treatment, we were not able to restrict the search to untreated children. One author (DGL) performed the initial search and two authors (KDB, DAS) independently reviewed the results. Disagreements were discussed among all three authors performing the systematic review until consensus was achieved. Abstracted data included GMFCS, MACS, and CFCS scores. These data were aggregated and remained stratified by limb involvement.
A total of 198 unique studies were initially selected (Fig. 3) . One hundred ninety were subsequently excluded, leaving eight studies (Table 3) [4, 7, 13, 16, 18, 19, 22, 26] . Only one of the included studies reported all three functional measures [13] . Eight studies provided control data for GMFCS [4, 7, 13, 16, 18, 19, 22, 26] ; two studies provided data for MACS [7, 13] ; one study provided data for CFCS [13] . Five studies reported results for spastic patients stratified by limb involvement [4, 7, 16, 18, 19] . Three studies did not mention motor subtype [13, 22, 26] .
All selected articles underwent a systematic quality assessment using a standardized qualitative abstraction form described by Zaza et al. [28] . This instrument assesses study quality across six categories: description of the population, sampling, measurement, analysis, results interpretation, and other execution issues. Based on our standardized evaluation of the included studies, the risk of confounding was low to moderate for each study given that the included studies were purely descriptive and noninterventional, which precludes any source of bias stemming from comparisons across intervention groups. Any additional sources of bias (such as selection bias from a nonrepresentative sample or information bias from invalid clinical evaluations of subjects) was appropriately controlled for in the included studies. No studies oversampled clinical strata, which would have led to selection bias. Two studies [13, 22] mentioned how recruitment bias might lead to oversampling more severely affected children. Seven of the eight studies relied on trained providers to assess GMFCS, MACS, and CFCS functional classifications [4, 7, 16, 18, 19, 22, 26] and one relied on caregivers [13] .
We compared differences in functional classification scores between the Nepali group and scores obtained from the systematic review with calculated differences in proportions for independent samples. Specifically, the proportion of control subjects from the systematic review having functional classification scores of I or II, accounting for the random-effects variance, was compared with the corresponding proportion of Nepali children having scores of I or II. Functional scores were analyzed as binary outcomes (that is, I or II versus III, IV, or V) instead of ordinal outcomes because we felt that having excellent or good function (I or II) versus poor function (III through V) was a more useful indicator of functional status. We excluded children from the Nepali sample and high-income control subjects with motor subtypes other than spastic CP from the comparative analysis to ensure compatible comparisons across subtype. We excluded patients who were younger than 2 years old from this analysis because the functional classification instruments we used are not validated in children younger than 2 years.
Statistical Analysis
Descriptive statistics were used to present sample characteristics. Statistical significance was determined by a two-sided type I error rate of a # 0.05. Data analyses were performed using STATA 14.1 (StataCorp, College Station, TX, USA).
All Nepali families provided written informed consent to participate. Ethical approval was granted by the Nepal Health Research Council (Kathmandu, Nepal). Institutional review board exemption was granted by the institutional review board of the Children's Hospital of Philadelphia (Philadelphia, PA, USA).
Results
The majority of Nepali patients had perinatal or postnatal CP etiologies and half had spastic CP. The presumed etiology was prematurity in 17 of 206 patients (8%), whereas perinatal and postnatal etiologies were the etiology in 141 patients (69%). The most common perinatal and postnatal etiologies were anoxia (n = 100 [49%]) and infection (n = 21 [10%]), respectively. Stratified by motor subtype, 104 patients (50%) had spastic CP, 39 (19%) were dyskinetic, and 44 (21%) were either ataxic or mixed. Fifty-four patients (26%) had hemiplegia, 57 (28%) had diplegia, and 89 (43%) had triplegia or quadriplegia.
Children with spastic hemiplegia from high-income countries were more likely to have better GMFCS and MACS scores than those children in Nepal, although no motor functional differences were seen in children with spastic diplegia and quadriplegia. A total of 1842 highincome children were compared with 102 Nepali children (Table 4) . After random-effects pooling, 96% (95% confidence interval [CI], 92%-99%) of children with spastic hemiplegia from high-income countries had GMFCS scores of I or II, which was more than the corresponding proportion of children from Nepal (78%; 95% CI, 62%-89%) (Fig. 4) . Similarly, 83% (95% CI, 77%-88%) of children with spastic hemiplegia from high-income countries had MACS scores of I or II relative to 50% (95% CI, 32%-68%) of children from Nepal. However, children with spastic hemiplegia from high-income countries were less 
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Volume 477, Number 1 Untreated Cerebral Palsy in Nepal 15 likely to have a CFCS score of I or II (67% [95% CI, 51%-80%] versus 97% [95% CI, 87%-99%]). No differences in GMFCS, MACS, or CFCS scores were seen in children with spastic diplegia or quadriplegia. Complete descriptive statistics for age and sex were not routinely reported by the studies identified by systematic review, precluding a comparison of the Nepali sample's age and sex distributions with those from the systematic review, thereby precluding any comparisons in relation to the Nepali sample. However, some studies reported wide age ranges (unstratified by subtype or functional classification) consistent with the Nepali sample, thereby minimizing the risk of classification bias resulting from age differences.
Discussion
Socioeconomic factors likely influence the functional severity of children with CP, leading to disparities between impairment and disability. A better understanding of how socioeconomic status affects functional status in children with CP, especially in low-resource settings, will not only highlight the importance of targeted interventions to preserve functional status, but also more clearly define the natural history of this complex set of disorders. This prospective observational study aimed to (1) characterize the clinical characteristics of children with untreated CP presenting for care in Nepal; and (2) compare the functional severity of these children with a sample of children with CP from high-income countries. To these ends, we evaluated 206 children with untreated CP presenting for initial evaluation to a large pediatric rehabilitation hospital in Nepal and compared the functional severity of a subset of 102 Nepali children with spastic CP with that of a control sample derived from a systematic review of children with CP from high-income countries. Our study has multiple limitations. Most importantly, our study may be subject to ascertainment bias given that children in the study sample may not accurately represent the entire population with CP in Nepal. We may have missed patients who did not present to a mobile camp or the main treatment center because they received care at another Data are reported as number (% of total including those with missing data); numbers and percentiles in the control columns are raw pooled data before random effects pooling. *missing data in the Nepali cohort include GMFCS level in one patient with quadriplegia, MACS level in one patient with hemiplegia, and CFCS levels in six patients with hemiplegia, two patients with diplegia, and 10 patients with quadriplegia. †because MACS is only validated in children $ 4 years old, 27 children from the Nepali sample who were < 4 years old were excluded from this analysis (10 children with hemiplegia, 8 children with diplegia, and 9 children with quadriplegia); 8 studies provided control data for GMFCS; 2 studies provided data for MACS; 1 study provided data for CFCS; GMFCS = Gross Motor Function Classification System; MACS = Manual Ability Classification System; CFCS = Communication Function Classification System.
institution, were unaware of available services, were unable to access care, were kept away from accessing care by their caregivers, or felt that no care was needed or that nothing could be done to help. We feel that this will not detract from our study conclusions because our aim was not to characterize the epidemiology of CP in Nepal overall, but rather to understand the range of disability and impairments among those who actually present for Volume 477, Number 1 Untreated Cerebral Palsy in Nepal 17 treatment. Moreover, subjects in our study were from 60 of 75 districts in Nepal. Characterizing the epidemiology of CP in Nepal as a whole would require a large communitybased and resource-intensive study, which, to our knowledge, has never been conducted and because of resource constraints, this seems unlikely to occur. Indeed, the risk of ascertainment bias is present among the studies identified by the systematic review, because children with less severe disease may be less likely to present for care and participate in CP studies. More than 600 patients per year are given a presumptive diagnosis of CP during HRDC screening camps, which reach > 20 districts around Nepal; this suggests that there are many children with CP who have yet to be evaluated throughout the country. Relying on control subjects derived from a systematic review has limitations relative to using primary data. Importantly, there are issues with generalizability of the systematic review data both within and between high-income countries. First, it is possible that each individual study may not represent an unbiased estimation of the population in which each was conducted. For example, two studies [13, 22] mentioned the possibility of ascertainment bias leading to oversampling more severely affected children; however, one would expect such bias to shift our findings toward a false-negative finding rather than a false-positive. Second, it is also possible that the pooled estimates may not be representative of high-income countries as a whole given wide variability across countries in terms of health systems, pediatric health care, and research infrastructure. However, we believe this was adequately controlled for based on our strict inclusion and exclusion criteria ensuring that all studies were reasonably representative of the greater population of children with CP in their respective regions. It is also important to recognize that large primary data sets of children with CP in high-income countries are not readily available, so the current methodology was deemed appropriate to answer the previously posed research questions. A second limitation of the systematic review approach is the quality of the control subjects is dependent on the quality of the studies themselves. Based on our study quality assessment, the risk of confounding within our systematic review was low given that all included studies were purely descriptive and noninterventional. Another source of possible bias stemming from the systematic review is possible variation in subtype classification and functional classification by different raters; however, all included studies relied on the same classification scores, which have been shown to have high interrater reliability [10, 14, 23] . As a result, we do not believe any of the aforementioned limitations substantially undermine our study findings.
A third limitation in our study is that misdiagnosis is possible in the Nepali cohort. However, we believe the risk of this affecting our results is minimal. Among the Nepali cohort, a rigorous effort was made to reasonably rule out secondary causes of neurodevelopmental delay. The diagnosis was made based on relevant historic and physical examination findings that were most consistent with CP after reasonably ruling out other secondary sources of neurodevelopmental delay. We believe the risk of including children with alternative diagnoses in our study is low, and the possibility of this affecting our results is low given that all providers at HRDC are well trained in the evaluation of pediatric neurodevelopmental disorders and a standardized approach to each patient is used to reasonably rule out other secondary sources of neurodevelopmental delay.
A fourth limitation in our study is possible selection bias in how we addressed the second research question. Although our study involved 206 children with CP, only 102 of those met inclusion criteria (spastic CP and age > 2 years) for the comparative analysis to address the second research question. These 102 should be representative of children presenting for care with spastic CP in Nepal but may not be representative of children with any subtype of CP given that children with mixed, ataxic, hypotonic, and unknown subtypes were excluded. As one might expect given the study setting, there were a number of incomplete data points. In the Nepali cohort, the following data were missing: GMFCS level in one patient, MACS level in one patient, and CFCS levels in 18 patients. Missing data may be associated with transfer bias and is an important limitation in this study. In most clinical research settings, patients who have missing data may have worse health status or are not doing as well as fully accounted for. Of note, only one patient had missing data for each of our comparisons of GMFCS and MACS, which allowed us to answer our first and second research questions with a nearly complete data set. Missing data was a larger issue in our CFCS comparison and may therefore be associated with a higher degree of bias. Additionally, given that only one study from the systematic review reported CFCS scores, we had a smaller sample of high-income children for CFCS comparison. This may be associated with a loss of statistical power and a higher rate of b error, although we were still able to identify differences in patients with hemiplegia.
A fifth limitation in our study is that global classification scores in this study (GMFCS, MACS, and CFCS) may lack the sensitivity to assess the subtle benefits that treatment affords. The Functional Mobility Scale (FMS) [12] could be a possibly more sensitive means of assessing functional impairment in this population in relation to changes after potential intervention. Additionally, many of the interventions used by pediatricians, orthopaedic surgeons, and physiatrists aim to maintain function and prevent decline. Studies of older adolescents and adults in this cohort may be better suited to differentiate these subtleties and changes associated with interventions. Two important data points not recorded in this study were (1) the severity of individual limb involvement; and (2) the degree to which neurologic versus orthopaedic conditions contributed to functional outcomes. In light of these two missing data points, the reader should be cognizant of the fact we were unable to account for the degree of disparity within groups (eg, mild versus severe hemiplegia). Furthermore, we were unable to evaluate whether the disparities in functional severity between our two study cohorts were the result of neurologic or orthopaedic conditions. These factors do not limit our findings but are areas in which additional work can be done to delineate differences in functional severity across socioeconomic groups.
Our first research question involved characterizing the etiologies, motor subtypes, topographic distributions, and functional classifications of a cohort of Nepali children with untreated CP presenting to a large pediatric rehabilitation center in Nepal. To that end, we found that 30% of Nepali children had GMFCS scores of IV or V and 8% had MACS scores of IV or V. We also found that 52% of children had a perinatal etiology and 17% were the result of postnatal etiologies. These findings correspond to other similar studies of children with CP in Africa [3, 17] . In one study of 135 children with CP attending a tertiary hospital in Uganda [17] , spastic hemiplegic or diplegic subtypes comprised 69.6% of all children, whereas that proportion was 50% in our study. The authors used modified versions of the GMFCS and MACS and found that 31% of children had gross motor function corresponding to GMFCS IV or V and 38% of children had fine motor function corresponding to MACS IV or V. In a separate study of 68 children with CP attending a referral hospital in Botswana [3] , 82% of children had spastic CP and 57% of all children had GMFCS scores of IV or V. The authors further found that 28% of patients with CP were either the result of hypoxic events and 25% were associated with infections, leading the authors to conclude that over half of the children with CP had potentially preventable causes. Lastly, a large retrospective single-center study of CP from HRDC found that 79.2% of patients with CP were associated with perinatal or postnatal events, which is similar to our findings [1] . Overall, the wide variability in these findings suggests that rehabilitation centers in low-income areas such as Nepal need to be prepared to manage a wide spectrum of CP manifestations across age ranges. Furthermore, providers in these settings must be trained in the management of CP with the expectation that functional disability may vary widely despite greater similarity in motor impairment. Given the high rate of perinatal and postnatal events contributing to the burden of CP in our study, improvements in antenatal health care and increased availability of safe perinatal and postnatal care would likely prevent many new diagnoses of CP.
To address our second research question, we conducted a systematic review of children with spastic CP in high-income countries and compared those control subjects with a subset of patients in our study with spastic CP. We identified substantial disparities in the motor functional severity of children with spastic hemiplegic CP between the Nepal and high-income settings. These findings suggest that children with CP in low-income settings like Nepal have greater functional disability despite similar or less motor impairment. It is possible that there are relatively fewer Nepali children with profound neurologic impairments because of the lack of access to sophisticated medical services, leading to a lower survival rate for these children in early childhood compared with children with similar degrees of impairment in high-income settings. It is well recognized that although the neurologic impairment in CP remains static, secondary musculoskeletal problems often progress with growth and development. By extension, motor function may decline more rapidly in lowincome settings compared with economically developed countries where many services are available to address these impairments and maintain or enhance function. The finding that Nepali children with spastic hemiplegia-a condition with relatively less impairment than spastic diplegia or quadriplegia-had more disability despite similar motor impairment relative to children in high-income countries suggests that untreated early hemiplegic CP leads to greater disability than previously thought. Only two studies to our knowledge have directly compared the differences in CP between low-and high-income settings [6, 9] . Our findings are consistent with a comparison of preschool-aged children with CP in Australia and Bangladesh, which demonstrated that Australian children had better gross motor function and fewer cognitive impairments than Bangladeshi children [6] . Our findings are also consistent with a systematic review of CP in Africa that reported that a larger proportion of children with GMFCS scores of IV or V are seen in African care centers compared with European or North American cohorts [9] . A large, prospective, parallel study conducted in low-and highincome regions simultaneously, either between countries or within a single country, may help to clarify the degree of disparity between disability and impairment across socioeconomic and geographic regions.
In summary, our study found that Nepali children with spastic hemiplegic CP had greater disability despite similar impairment compared with control subjects from highincome countries. These findings suggest that children with CP in low-income settings like Nepal who survive through early childhood, despite limited to no access to health services, may have greater motor disability than their counterparts in high-income countries with similar clinical diagnoses and similar degrees of neurologic impairment. This suggests that there is a substantial opportunity to Volume 477, Number 1 Untreated Cerebral Palsy in Nepal 19 improve motor function and manual ability with age-and condition-appropriate interventions (such as physical therapy, orthotics, and surgical management). Our study highlights the large population of children with untreated CP in Nepal that likely exists in other low-income regions around the world. This population represents a substantial disease burden that would be amenable to various medical and surgical therapies if they were available. Health system changes and policy initiatives should be designed to improve and expand CP care in low-income regions such as Nepal. Large, cross-sectional, nation-or region-wide studies are needed to determine the degree of disparity between disability and impairment between high-and lowincome countries. Tracking differences between treated and untreated children in low-income settings would help to clarify the effect of various therapies in this vulnerable population. Similar studies between different low-income regions (such as South Asia versus sub-Saharan Africa) would be helpful to better elucidate the unique socioeconomic and geographic factors affecting the epidemiology of CP in low-income settings as well as the degree to which medical and surgical interventions may impact functional status on a population level. Additionally, longitudinal studies capturing children as they become young adults will be helpful to elucidate differences in the rates of functional decline in low-versus high-income countries. CP registers in low-income countries, similar to those that currently exist in high-income countries [24, 25] , would be helpful in better understanding the epidemiology of CP in resource-limited settings.
